The current standard is that hospitals should have the ability to initiate an emergent cesarean within 30 minutes (min), but there is a paucity of evidence to support this threshold. Our objectives were to: 1) examine the relationship between decision-toincision (DI) interval in emergent cesareans on adverse neonatal outcomes; and 2) explore cut-points for DI time intervals which maximize sensitivity to adverse neonatal outcomes. STUDY DESIGN: This retrospective cohort study included all women delivered by emergent cesarean delivery at 24 weeks' gestation over 2 years at a single institution with in-house obstetric and anesthesia staff. Women with a multifetal pregnancy or a fetus with a major anomaly were excluded. During the study, the designation of a cesarean as emergent was documented in the medical record at the time of surgery and a decision time for all emergent cesarean deliveries was recorded. Adverse neonatal outcome was defined as 1 of the following: umbilical artery pH <7.0, 5-min APGAR <5, intrapartum stillbirth, or neonatal death. The sensitivity and specificity was estimated for a range of cut-points for DI time interval. The variability of sensitivities at these cut-points was illustrated through bias corrected (BCa) confidence intervals. The estimated effect of DI time on adverse neonatal outcomes was estimated through generalized marginal models, weighted by the stabilized inverse probability weight for each determined optimal cut-point. RESULTS: Of 169 emergency cesareans, 14.8% (n¼25) of infants had an adverse neonatal outcome. Only 4% (n¼7) patients had a DI interval 30 min. Using bootstrap re-sampling, the optimal cut-off to ensure sensitivity above 80% for DI interval was determined to be 7 min (n¼118 women). The sensitivity of a DI interval 7 min for the adverse neonatal outcome was 88% (90% BCa CI: 0.80, 0.96). DI interval 7 min was associated with an increased risk of adverse neonatal outcome, when adjusted for confounders (aRR: 2.7, 95% CI: 0.78, 9.23); however this estimate had high variability. CONCLUSION: The optimal DI time interval appears shorter than the current standard of 30 min. Nevertheless, factors other than DI interval may also influence on the risk of adverse neonatal outcomes in the setting of an emergency cesarean. OBJECTIVE: Serial cervical length (CL) screening in women with a prior spontaneous preterm birth (PTB) is performed to identify women who may benefit from a cerclage. Potentially, risk stratification could be used to modify this practice to reduce the burden to the patient and cost. We aimed to assess the relationship between obstetric history and incidence of short CL at <24 weeks gestational age (GA) in women with a prior spontaneous PTB. STUDY DESIGN: All women with a singleton gestation and a history of spontaneous PTB on progesterone who received prenatal care at a single center from 2011-2016 were included, excluding those with a history-indicated cerclage. The associations between short CL (<25 mm) prior to 24 weeks and obstetrical factors including: number of prior PTBs, history of term birth, and GA of earliest spontaneous PTB were estimated through multivariable logistic regression. Multiple pregnancies for the same woman were accounted for through robust sandwich standard error estimation. Regression models were adjusted for age, race, BMI, tobacco use and prior cervical excisional procedure. Outcome data were considered missing for women without CL monitoring before 24 weeks gestation or whose last CL was at <20 weeks gestation. RESULTS: Among the 774 women in the study, 44% identified as non-Hispanic black, and the median age was 30 years (range: 13-45). 29% (n¼224) had a CL <25 mm prior to 24 weeks gestation. Number of prior PTBs was not strongly associated with short CL, but a prior full term delivery conferred a lower odds of short CL (aOR 0.69, 95% CI 0.49-0.97). Earliest GA of prior spontaneous PTB was associated with the odds of short CL. The strongest association was observed in women with a prior PTB at 16w0d-23w6d (aOR 2.74, 95% CI 1.82-4.13), compared to those with deliveries at 32w0d-36w6d. Yet, even women whose earliest PTB was 32w0d-36w6d remained at risk for a short CL, as 21% had a CL <25 mm. GA of the earliest prior spontaneous PTB did not modify, or was not modified by, the effect of number of prior PTBs (interaction test: p¼0.81). CONCLUSION: GA of earliest spontaneous PTB, but not the number of prior PTBs, is strongly associated with short CL. Nevertheless, women with a history of later PTBs remain at sufficiently high risk of having a short CL at <24 weeks gestation that we cannot recommend modifications in CL screening guidelines in this group of women.
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